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in Asia. There is a particular lack
of Catholic physicians, medical
books, and other literature. He
stressed the need of help from
Catholic physicians who live in
more fortunate areas.
DR. DECKER OF SOUTHERN RHODESIA
THE WORK OF MISSIONARY DOCTORS
IN SOUTHERN RHODESIA

Dr. Decker discussed the work
that she and several missionary
doctors from Germany are doing.
It was interesting to note that al
though there are several American
non-Catholic medical missions in
the area, there are no American
Catholic medical men or women
there.
DR. ALICE BAKER HOLOUBEK,
SHREVEPORT. LA .
HEALTH CARE OF THE CLERGY AND
RELIGIOUS

Dr. Alice described the health
care program being sponsored by

The Catholic Hospital Ass >ciation
of the United States and :anada
and the National Feder, '.ion of
Catholic Physicians' Gui!, s. The
Health R ecord form was distrib
uted. The paper was well eceived
by the audience.

Mor.tality and Morbidity Studies of Religious
(A Contribution to Natiornl Public Health)
By
CoN J. FEcrIER. Pr1.D.
Associate Professor of Economics
University of Dayton

DR. ]OE HOLOUBEK, SHREYEPO, ' LA .
ACTIVITIES OF THE NATI )NAL
FEDERATION OF CATHO .JC
PHYSICIANS' GUILD!

This report was pub! ,ed in
THE LrNACRE QUARTER' • Au
gust, 1960. The activitie af our
those
Guilds will be a stimulus
in other countries. Dr. A! urung
discussed this paper an, stated
that he was first introduce to the
work of the National Fe eration
during his three years in Boston
where he. was inspired by the re
treats of that Guild. He h s since
formed a Guild in the Ph. ippines
and was chairman of ti· : First
Asian Congress of Catho' c Phy
sicians.
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THE RESULTS of the recent
study covering a half-century
of the health and longevity of nuns
should have valuable implications
in a nationwide effort to formulate
a future health program for reli
gious, men and women, in the
United States. This study supple
mented with further research in
the field of morbidity (disability)
ol both groups will produce statis
tics on disease, injury and impair
ment which now have a direct
bearing on the well-being of every
community measuring its useful
ness to God and Country. Studies
of this kind can contribute a wealth
of knowledge to public health ad
ministrators, giving them an accu
rate appraisal. of the extent and
character of certain diseases, their
distribution. severity trends and
inffuence on eventual death. The
value of this information to be
gained for the nation as a whole
is difficult to estimate. The poten
tialities will be in direct proportion
to what can be accomplished in
futu re studies of mortality and
morbidity of religious. The ad
ministration of any extensive pub
lic health service maintained by
smal] or large communities to pre
vent the spread of disease and to
raise the general health level is
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based upon a detailed body of
mortality and m o r b i d i t y data.
With information of this kind on
hand a community is in position
to evaluate its health needs and to
plan specific future health pro
grams accordingly.
MORTALITY

The basic data from which much
of our knowledge concerning the
health of the population in the
past arose from the entries of
causes of death or mortality sta
tistics. But mortality data alone
fails to provide a complete health
picture of a community or of the
nation since there are many dis
abilities that do not terminate in
death but do present important
health problems. A comprehen
sive system of morbidity reporting
comparable to that of mortality
will answer many questions that
are now unanswered with respect
to certain causes of death.
Little or no definite information
in respect to death rates of reli
gious had been available before
1900. Vital statistical studies re
flecting mortality of religious or
ders. nuns and monks, had been
made in Europe in the 18th and
19th centuries, by the Frenchman,
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Deparcieux
1746 and George
Cornet in G.:rmany in 1883. De
parcieux made a study of the death
rate of monks and nuns in 1746 in
and about Paris while Cornet lin
ited his group to the Catholic nuns
serving hospitals in Germany 1
the late 19th century. Deparcieu;
found that the average length a
life of nuns was longer than thos�
of the general population wheP
based on the mortality records u,
London, Breslau and certain towns
in Holland, while that of the
monks was similar to the general
population. Dr. George Cornet of
Berlin about 1883 made an inves
tigation of mortality of mernberr.
of Catholic religious houses in
Prussia who cared for the sick
( Krankenpflegeorden). According
to his study entitled, "Ueber Tu
berculosis," the major group unde1
investigation were members of
Catholic religious nursing orders
who ministered to hospitals, the
patients of which were mainly
sick with tuberculosis. Due to the
fact that little was known con
cerning the bacillus of the disease
and much less known of its pos
sible c o n t a g i o u s characteristics,
these nuns became ready victims
of this dread disease. The study
showed that the tuberculosis death
rate of these nursing sisters was
exceptionally high as compared to
the general population of Ger
many. He came to the conclusion
that, "a healthy girl entering a
sisterhood at seventeen died 21.5
years earlier than her sister be
longing to the general population;
and that such an inmate in her
twenty-fifth year stands in regard
to expectation of life in the same
class as a female in the outer
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world at the age of fifty-f
a sister of thirty-three in ti
class as a female outside
age of sixty-two."
These adverse health fine
nursing and hospital siste1
applied to the health condi
all religious communities i
land, on the Continent an
to the communities in the
States. Statisticians and wi
the late 19th and early 20
tury would invariably p
these century-old figures
parcieux and the findings ,
net to support the content,
the span of life of mon
nuns was much shorter th
of the general populatio
mainly due to the peculia1
of living, namely that of C(
It comes as no surprise to B
similar opinions concernir
health of nuns were appl
the many communities of
in the United States early
20th century.
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Lest we too might pla e too
much emphasis on the 691 res of
Deparcieux and Cornet to prove
a point let us ask ourselves what
have been the findings of , he re
cent health study of nuns in the
United States? How many years
have been added to their lifo span
the past half-century? Cm the
nun of today expect to live a
longer life than her counkr-part
in the world? Before ans .vering
these questions let us analyze the
meaning of a mortality tablt'.
The mortality table is a human
document, a kind of story of man's
efforts to prolong life to its maxi
mum. We well know that biologi
cal and sometimes environmental
LINACRE QUARI"ERLY

factors set a limit to existence.
How does the incidence of certain
causes of death give character to

the life or mortality ·table? On
the basis of the table it is possi
ble to ascertain the probability of
dying ( ratio of number of dying
to the number of living) from
certain speciBc causes of death like
tuberculosis, or cancer in the past.
Comparing these with the proba
bility of dying from the same spe
cific disease as of current date one
is able to calculate the average
number of years of life that had
been gained or lost by the group.
Since the total death rate is the
resultant of many contributing
causes the question quite naturally
arises how many years of poten
tial life are sacrificed to any par
ticular cause of death; conversely,
what a d d i t i o n to the average
length of life would result if any
one particular cause or the sum
total of all causes of death could
he reduced. A case in point dem
onstrating this fact can be clearly
shown in a recent study made of
the group of 90,000 nuns in the
United States ,covering the period
from 1900 to 1955. The overall
results of this study showed that
in the past half-century sisters as
a group have added approximately
Ii years to their life span at age
20. This means that the nun of
age 20 today can expect to live 14
years longer than a nun of the
same age at the turn of the cen
tury. These 14 years added to the
life span had been supported by a
reduction in all causes of death
and especially the reduction in
tuberculosis and other communica
ble diseases to which members of
NOVEMBER, 1960

a close-knit community were espe
cially prone in the early part of the
century, 1900-1930. How much
of this gain of longer life had been
due to the control of tuberculosis?
It 1s to be noted that approximate
ly 5 out of every 1000 nuns died
of tuberculosis at age 30 in 1905
while less than 2 ( 1.88) died in
1930 thus showing a decline of
over 60% in the tuberculosis death
rate. At age 40 a smaller but still
important reduction had taken
place.
Further investigation of the re
duction of all causes of death
during the same period showed
that the reduction of tuberculosis
accounted for more than one-half
of the total. How did this reduc
tion in all death rates from 1900
to 1930 increase the average length
of life of the sister of age 20?
Since the method of measuring the
life span applies the actual effects
of all death rates upon the total
span of life yet to be lived, the
reduction in mortality reflects the
additional years gained by the
young sister of age 20. The study
showed that a sister, 20 years old
had an even chance of living an
other 45 years in the 1900 period.
Due to the reduction in all causes
of death a sister of age 20 living
30 years later could look forward
to an average of better than 51
years, an advantage of six addi
tional years. The study further
showed that the reduction in the
tuberculosis death rate accounted
for nearly 60% of this increase.
Thus having learned of the in
fluence of the reduction of certain
causes of death upon lengthening
the life span in the 30 years, many
159

cc.,mmunities t sisters became
con
scious of inti ducing definite heai
th
programs. I'he results of thei
r ef
forts produced further reduction
of
all causes of death the last twe
nty
five years. This has added
an
additional eight years to the
life
span of the sister of age 20 toda
j
However, a similar reductio
n m
death rates had taken place amo
ng
the popu lation in general duri
nµ
the same period.

mortality of sisters is sho
lived
for within the first ten and
,enty
years of communal life n
·h of
the advantage of the lowe
death
rates disappears. What it
,s ac
count for the apparent in
eased
death rate of the nuns i
early
communal life? Some of tl
n are
quite obvious; others are
ss so
even to the point of spec
ation.
The significant thing about
ncov
ering this increased morta
ex
v
perience of the sisters in tl
early
years of communal life is t
light
that it throws on the area
i .vhich
further life extension is
1 ,sible.
This fact alone confirms
� importance and value of c,
xting
vital statistics on this 91
Jp of
90, 000 nuns, covering the
l ,t hall
of the 2 0 th century. It is
t ,e that
the study uncovered a nu,
her of
highly interesting and
ev a sur
prising situations with re�
1ect to
the increased longevity
o nuns.
Perhaps the greatest was
, ,e fact
that the nun of today
las the
advantage of living thre(
years
longer than her counter-p
a1. in the
lay world. These find
ing; were
substantiated by those o:'
Rev.
Francis C. Madigan, S.J.
in his
"Health Stu dy of Religic
us" in
1957.

For comparative purposes
the
white females ( married and
sin
gle) of the United States
have
been chosen covering the
same
ages and the three decades,
1930,
1940 and 1950. Figure I indi
cates
the number of dying per I 00,0
00
for the two groups at age
2 0 , 30,
etc. The upper dotted line
repre
sents the death rate of the
white
females and the lower sol
id line
that of the sisters. The two
lines
are joined with a distinct
shaded
area for each decade. demons
trat
ing the difference in death rate
s of
the two groups. It is to be
noted
that the sisters had dec
idedly
lower death rates at all ages
and
in all three decades. having
the
greatest advantage at the you
nger
age groups in the 1940 and
1950
decades. The difference in
death
rates between these two gro
ups is
very striking at age 2 0 in the
MORBIDITY
1950
decade ( 14 per I 00 , 000 for
sisters
Wh
at
is
it
and what is its pur
and 70 for white women)
. Why pose? Life tables
which h;: d been
this advantage of low
er death considered abo
ve were based on
rates of the young nov
ices and mortality o b s e
r v a t i o n s, that is,
newly professed sisters?
A few causes of death and
their influence
years earlier they, hav
ing been on lo n g e v i t y
of approximately
members of the white female
group, 90,000 nuns. Thi
s group consisted
now appear to be a sele
ct group, of persons in
al l states of health
no doubt due to some pro
cess of and of three or
four varied occu
screening. The advantage
of lower pations. Some
of them were and
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DEATH RATE FROM ALL CAUSES
BY AGES
SISTERS AND WHITE FEMALES
1930-19 ,10--1950
(PER l 00,000)
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Extension is possible
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I 1930 SISTERS
WHITE FEMALES
1940 SISTERS
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262
64
150
14
70

30
355
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163
223
67
112

40
416
472
304
380
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245

50
764
880
582
685
403
553
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Figure I
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are now fortu 1ate enough to be in
excellent physical condition. The
majority are in what might be de
scribed as ordinary good health.
But as one would find in the gen
eral population there is a sizeable
contingent of nuns, some in the
younger and middle-age groups
and especially among the older,
age group with impairments of a
more or less lasting character.
These disabilities include acute
and chronic diseases and other
conditions which have proved to
be a handicap to longevity. It has
often been said that every individ
ual is subject to a continuous scale
of well-being extending from the
best of health to severe sickness.
A collection of statistics on dis
ease, injury, impairment, disability
or any morbid condition would be
classed as morbidity data.
Many morbid ( sickness and
accidental) conditions present im
portant health problems to the in
dividual and to the community. A
prime example is the common cold
with its severity and its influence
on later chronic ailments resulting
many times in an early death. In
many instances, tuberculosis, hear
t
disease, cancer and diabetes have
forerunners of different periods of
morbidity. The rapid progress
of
medical research has done much
toward reducing man's suscepti
bility to ·disease and has resu
lted
in significantly increasing the
lon
gevity of the entire populatio
n.
This is very true of the nuns sinc
e
the recent mortality study show
ed
that they enjoyed a three year
longer life span than women
in
the world. This increased longev
ity has shifted a greater proportio
n
162

of religious to age 65 or o· er, re
quiring more attention to th social
and economic problems of t is age
group. Above all there is
need
for more knowledge of d inci
dence and prevalency of 'ironic
diseases at these higher agr .

Those unfamiliar with :iurces
of morbidity statistics soi �times
have the impression that , ere is
no dearth of estimates of t e pre
valency of various disea� ; and
impairments. The U. S. ( vern
ment is the largest agency 1ther
ing statistics on morbidity.
1949
the United States Nation, ':om
mittee on Vital and Hea.
Sta
tistics was established to Jbtain
statistics on morbidity. I 1955
the Department of Healtl- Edu
cation and Welfare propl ;ed to
Congress · the National -lealth
Survey Act which was pass d with
appropriate funds in 1956. Since
that year a continuing su. ,ey of
illness and disability of the. nation
has been collected annually How
ever there are definite lim tations
to the accuracy of the di2 3nostic
information collected by th� Gov
ernment. Since these surv :ys are
random household intervie vs, the
household respondent at b �st can
pass on to the interviewc r only
the information the physic an has
given to the family or v. hat he
remembers about the conditon or
his own description of tlie dis
ability or symptom. Government
health authorities are well aware
of these limitations and ti1 ey are
encouraging private agencies and
organizations to carry en their
own special purpose studies. The
Surgeon General is authorized to
make available to them technical
LINACRE QUARTERLY

advice and assistance in their
sur Card." The pre-entr
ance standard
veys or studies. I am calling
at examination form ado
pted by the
tention to the above facts to poin
t committee will be offer
ed to all re
out to the Superiors of
religious ligious commun
ities in time and
orders that if a morbidity stud
y v.·ill provide all informa
tion of past
were completed over a period
of medical history, here
ditary as well
the next five or more year
s, a as individual impairm
ents of each
tremendous wealth of knowled
ge member at admissio
n into the com
about the factors which influ
ence I:Junity. The disa
dvantage of data
the well-being of the nation
would from health exam
ination given
be available. The contribution
by only once is that it cann
ot provide
the religious i n the United
States diagnosis of the
to aid the nation in meeting
. many disability
the conditions which requ
ire repeated
problem of reducing sufferin
g and and continuing
observations and
hardships arising from mor
bidity tests before they
can be identified.
is beyond comprehension.
No It is necessary to
supplement this
known study of this kind has
been data, therefore, with
a record sys
made of a comparable white
popu tem of current disa
bilities and cer
lation living under similar
eco tain medical screenin
gs of each
nomic. social and educationa
l con member after bein
g admitted into
ditions which embody so
many the community. Figu
re 2 below,
important characteristics
in pro known as a Med
ical Identification
viding the most extensive,
reliable Card will provide
this information
and accurate set of morbidi
ty data for each member
while in the com
for the nation.
munity. Duplicate cards for ever
y
A tremendous interest has
been member of a community should be
engendered in the health of
reli- provided for each respective house,
9ious in recent' years. The
Cath ( clergy and religious), one card
olic Hospital Association
and the to be kept in the possession of
Catholic Physicians' Guilds
have the member and the other card in
organized a Committee on
Medical the files of the Superior.
Care of Clergy and Rel
igious.
Doctor James T. Nix, cha
The face of the Medical Identi
irman of
the committee states that
fication Card has been so devi
sed
the aim
of the committee incl
udes both to provide information on immu
long-range and immedia
nization, laboratory studies, diag
te objec

tives, and envisages
a pilot study noses, operations, dietary restric
as an initial step in
evaluating a tions and other medical findings.
standardized and effe
ctive health These measures may be performed
either by the community infir
Program for religious.
mar
ian or physician at periodic inte
The immediate objective
r
is a vals or when necessary.
standard health reco
They will
rd system aid in early dete
ction of severe
'IVhich should include
a standard acute or chronic
disabilities. Im
P re-admission physical exa
mination munization and drug
fol'lll, a physician's
sensitivity
report sheet will be listed
to avoid the possi
llld a "M ed i c a l Iden
tification bility of severe aller
gic reactions.
�OVEMBER, 1960
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1 ne reverse , ,de of the card will
c'"'rry a record of current disabili
ties, chronologically recorded with
respect to condition, its severit,..
duration and result.
Acute conditions will be class,
fled according to the I nternatiorn
Classification of Diseases, 195

Revision. An acute cond. an is
generally defined as a co dition
which has lasted less t 'Ill 3
months and at least for o, day.
All minor acute conditions lVolv
ing neither restricted acti" y nor
medical attention are e: .:luded
confrom the report. A morb
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dition or simply a condition as
qualified above is to be entered
upon the card by the attending
physician or nurse or by the Su
perior of the house. Each condi
tion would be recorded according
to a number of criteria; such as
type of disease, injury, symptom,
number of days confined to house
or bed, number of physician's
visits, description of operation if
performed, if accident part of
body and how, and type of dental
service.
A condition would be considered
chronic if it is classi fled as one of
the chronic diseases on the "Check
List of Chronic Conditions & Im
pairments" and that the condition
has lasted longer than 3 months.
It would be recorded on the medi
cal identification card according to
a limited criteria; type of condi
tion, whether patient is inactive or
immobile to the extent of 50 or
100%. and number of visits of
physician in a given period of time
of from 3 to 12 months.
When phys ical. examinations
are uniformly carried out, the data
supplemented .with that on the
Medical Identification. Card will
provide a wealth of medical infor
mation for the individual sister or
priest, and for the Superior and
those interested in the member's
well-being. Those in authority will
be able to evaluate and recognize
the physical and mental limitations
of the member. It will be most
valuable to the new physician who
Will be fully cognizant of previous
conditions, diseases and opera-
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t1ons. It will aid him in diagnosing
the · case quickly, efficiently and
avoid duplicated and unnecessary
diagnostic tests. For the nation it
v.·ill be of great value. It has been
stated by noted authorities of the
U. S. Public Health Service that
the national surveys made to date
cannot meet all of the most press
ing needs for morbidity statistics
unless they are supplemented by
data from physical examinations.
Furthermore, they admit that it is
nearly impossible to have a con
trolled group of the population of
which morbidity data from both
physical examinations and current
disabilities may be obtained.
A morbidity study of religious
as proposed by the Committee
on Medical Care of Clergy and
Religious will be the first step
in accomplishing its immediate ob
jectives.
The recent mortality
study of nuns has shown definite
areas were further lengthening of
life is possible. thereby increasing
the productivity and longevity of
religious personnel. A comprehen
sive study of morbidity conditions
in these areas for the next five
or more years would give the reli
gious Superiors, the Hierarchy,
the medical profession and all
operating health agencies an accu
rate appraisal of the extent and
character of diseases and dis
abilities in these areas. This data
would show distribution of trends
of morbidity which are so essen
tial to evaluate the health needs of
any community and to plan specific
future health programs.
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